Much of what is known about how older people deal with illness is based on studies of their interactions with the health care system and on analyses of treatment-seeking outcomes (Dean, 1986a) . In fact, a widely used explanatory model for health behavior continues to demonstrate the strong relationship between health need and the use of medical services
symptoms (Dean, Hickey, & Holstein, 1986) . The process of making decisions about one's health is a very personal one, often beginning with some sort of active self-care or, simply, the passive self-treatment of taking no action at all (Ford, 1986) . From a historical perspective, the emphasis on medical treatment is comparatively recent; self-care and informal measures have always been the first, if not the most frequent, recourse of action in the face of illness (Dean, 1986b) .
Although few studies focus on how older adults deal with recurrent chronic symptoms on a day-to-day basis, it is likely that self-care and nonmedical treatment are quite prevalent. Following a lifetime of experience with their own health and illnesses, older people may have greater confidence in the efficacy of self-care over professional treatment for their chronic illnesses (which may or may not get better anyway). Their familiarity with symptom patterns and, perhaps, even the fear of losing their &dquo;credibility&dquo; with health professionals and family members over seemingly small complaints may be more important factors in determining the steps they take to alleviate their symptoms or to reduce the probability of needing further treatment (Brody & Kleban, 1981) .
Traditional theoretical frameworks for understanding health behavior are thought to be less applicable in late life because of the nature of chronic illness, the potential influence of various psychosocial factors and life experiences, and the wide array of possible outcome behaviors. The most prominent models of health care behavior have focused on health beliefs and perceptions (Rosenstock, 1974) , and on predisposing, enabling, and need factors (Andersen & Newman, 1973) . For the most part, however, these factors account for only a small amount of the variance in studies of older adults that have included a range of outcome measures. In her review, Dean (1984) found that general health beliefs have only a limited influence on self-care behavior and decisions to seek professional treatment.
Specific health beliefs or attitudes regarding personal responsibility or control over health are more likely to have a greater influence on health care decisions -especially in the area of self-care (Dean, 1989) . Such beliefs, however, often interact with long-standing perceptions of the characteristics of the illness threat, or with beliefs about the potential efficacy of treatment or the likely results of ignoring the symptoms. In fact, when variables related to illness characteristics or experiences are introduced, they have been found to be more important (Mechanic, 1979) . Thus many studies suggest the importance of symptom-related factors, such as seriousness and likelihood of recurrence, and expected treatment outcomes in determining daily health care decisions (e.g., Berkanovic, Telesky, & Reeder, 1981; Tanner, Cockerham, & Spaeth, 1983) .
Using a different approach Holtzman, Akiyama, and Maxwell (1986) (Verbrugge, 1980 (Dean, 1989; Haug, Wykle, & Namazi, 1989 (Table 3) , we found that women were more likely than men to respond to their illness symptoms with lay-care actions. There were, however, no significant gender differences in professional-care decisions.
Attitudinal factors were based on Likert-type-scaled items in which &dquo;above average&dquo; and &dquo;good&dquo; were considered positive, and &dquo;average,&dquo; &dquo;below average,&dquo; and &dquo;poor&dquo; were labeled negative attitudes for purposes of this report. Among the attitudinal characteristics, the level of concern or sensitivity about health and the locus of health control were significantly associated with professional-care decisions. Less concern or sensitivity about health and a weaker sense of health control appear to be linked to professional-care decisions. Also, those who had poor future outlook tended to respond to illness symptoms by actions based on professional-care decisions. These attitudinal characteristics, however, were not significantly related to lay-care decisions. Just as in Table 2 , the data in Table 3 there is an interaction among these variables that must be considered carefully in the design of additional studies. However, at this stage in the development of conceptual models for understanding the health behaviors of older people, it is important not to rule out something that might be potentially useful in explaining how older people respond to illness symptoms. Moreover, from the perspective of the practitioner, it is helpful to know all of the factors that motivate older people to take various actions on behalf of their own health. Therefore, the results of the bivariate analyses should be given careful consideration.
Although self-care predominance in the treatment of chronic illness episodes is a somewhat predictable finding, this study provides more empirical validation than what has been available from previous investigations. The health diary captures considerable data about illness episodes and health care actions resulting in a more thorough description of the daily experiences of illness and their consequences. Because the diary methodology has rarely been used in studies of older people, the study reported here validates this prospective approach for collecting important information from this age group-especially when there are problems with recall and a need for more detailed data. An additional value of the diary approach is its potential for providing a substantial data base for treatment intervention and program development.
The daily health diaries reviewed here also reveal an interesting picture of the kinds of routine problems dealt with by relatively healthy older people on a day-to-day basis (Anderson & Cartwright, 1986; Eve, 1986; Ostrom, Hammarlund, Christensen, Plein, & Kethley, 1985) . However, our investigation provided more specific information about which symptoms are more likely to be treated with medications than what has been learned from previous interview studies. For example, the decision to use some type of medication was made about 50% of the time for symptoms related to joint and muscle pains, headaches, coughs, and allergies. Whether participants were using recently prescribed medications or merely self-treating with prescription medicines they had on hand from earlier illnesses could not be determined.
In addition to focusing on how older adults deal with the daily recurrence of chronic illness symptoms, we were interested in how various characteristics of their illness symptoms might affect the type of health care decisions they make. Consistent with most of the literature, health need factors were again found to be associated with professional-treatment decisions (Andersen & Newman, 1973; Berkanovic et al., 1981; Ford, 1986; Tanner et al., 1983; Wolinsky et al., 1983 (Dean, 1989 
